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6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT:
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42 CFR Part 447.204 b. FFY 10/4/07-9/30/08 {$26,865,000)
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710 SUBJECT OF AMENDMENT:
2007 Cost Containment Extensions—Non Institutional
FMAP = 50% (based on effective date of 4/1/07)
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